Objective-To describe the documentation of care for the usual range of ear, nose, and throat (ENT) problems seen in primary care as a basis for developing a computerised information system to aid quality assessment. Design-Descriptive study of the pattern ofENT problems and diagnoses and treatment as recorded in individual case notes.
Patients-Consultations for ENT problems from a 10% sample randomly selected from all consultations (n=22 600) in one year. From this sample 375 consultations for ENT problems (16% of all consultations) by 272 patients were identified. Main measures-The detailed documentation of each consultation was retrieved from the individual records and compared with the data required for a computer based information system designed to help in quality management. Results-Although the overall picture gained from the data retrieved from the notes suggested that ENT care was probably adequate, the recorded details were limited. The written case notes were insufficient when compared with the details required for a computerised system based on an essential dataset designed to allow assessment of diagnostic accuracy and appropriateness of treatment of ENT problems in primary care. Conclusion-There is a gap between the amount and the type of information needed for accurate and useful quality assessment and that which is normally included in case notes. More detailed information is needed if general practitioners' notes are to be used for regular quality assessment of ENT problems but that would mean more time spent on keeping notes This would be difficult to justify. Implications-The routine information systems used at this primary healthcare centre did not produce sufficient documentation for quality assessment of ENT care. This dilemma might be resolved by specially designed desktop computer software accessed through an essential dataset.
(Quality in Health Care 1997;6:35-39) Keywords: care provision; ear nose and throat; general practice; quality improvement.
One of the aims of current developments in health care in many countries including Sweden, is to increase the role of primary care." More people are likely to be cared for entirely in the primary care setting. To ensure that (with the increased emphasis on primary care) the delivery of ambulatory care is of good quality, co-ordination between the primary healthcare centres and hospital specialist services is essential.'" Our group and others" 4' have shown that the integration and communication between the two sectors will be enhanced with the development of appropriate information support systems.4515 16 These systems require, for each distinct area of care or specialty, a common register of basic terms (thesaurus) ideally mediated by interactive clear text desktop computer software. 6 8-1016 Ear, nose, and throat (ENT) problems account for a large proportion of consultations in primary health care in Sweden. 7 18 An important initiative by the Swedish Association of General Practice and ear, nose, and throat specialists has led to the development of a written agreement (called "PRIMEAR" PRIMary care EAR, nose, and throat agreement) that outlines the respective roles of general practitioners and ENT specialists in the care of patients with ENT problems (table  1) out what sort of information is normally recorded in primary care case notes when people present with ENT problems. This paper reports the result of a study that assessed the quality of recorded data in case files of patients with ENT problems presenting to one primary healthcare centre and looked at these as a resource for quality improvement. The working hypothesis of the investigation was that the information recorded in patients' notes is unlikely to provide sufficient documentation for this purpose. Both the hypothesis and the approach have practical implications. The World Health Organisation has stated that today's information systems do not provide the kinds of information necessary to achieve the targets or to measure progress towards achieving them,26 and that one of the most important performance measures of health care is compliance with practice guidelines. An approved method complying with such guidelines is often measuring rates of clinical performance to provide information for quality improvement. 27 To construct an essential dataset containing information about the diagnosis of ambulatory care of the ENT problems likely to be seen in general practice25 that could be used to support quality assessment, we used a model6 based on a variety of sources including the standard authoritative textbooks (box).21 2224 We then tested this essential dataset on the range of ENT problems seen in routine practice in a primary healthcare centre and thus were able to examine the practicalities of using performance measures for quality assessment and improvement.
Materials and methods
In this study we focused on the 30 most frequent ENT diagnoses described in the PRIMEAR agreement. All case notes in the primary healthcare centre of Mj6lby (catchment population about 23 000) were searched. A 10% sample representative of age and sex was selected by including any visit to the centre between 1 July 1988 to 30 June 1989 by anyone born on the 2nd, 12th, and 22nd of each month. We investigated all consultations from this sample that had been for any ENT problem outlined in the PRIMEAR agreement. These were identified from the diagnostic data base kept by the primary healthcare centre in Mjolby. Details of the top 10 diagnoses and other comparative data were also taken in a standard way from the same source for the quality assessment. 27 32 Each individual case file was read and the following details were collected by one of us (T af K): (a) the diagnosis in terms described in the essential dataset;25 (b) all criteria relevant to the ENT problems.
As well as collecting all information relevant to the diagnosis that had been recorded, we also noted the absence of information that would have been required by the information system to make the diagnosis. All of the case notes in the study sample were examined once more so that at least one year had passed between the studied visits and the follow up to find any late mishap after the diagnoses studied.
The data were transferred to a computer program for statistics (StatView 4.0 Abacus Concepts 1992) and compared with the data27 31-34 required for the computerised essential data system for ENT care ( .l z group.bmj.com on July 9, 2017 -Published by http://qualitysafety.bmj.com/ Downloaded from diagnosis sample, they were compared with the total number of visits to the same primary healthcare centre the next year (table 3) .
Results
The study sample consisted of 343 visits by 272 patients. One hundred and nine patients (40%) were men. Ages ranged from one to 86, with a median of 18 reflecting the high frequency of ENT problems occurring in childhood. In the study period, the total number of diagnoses made in the primary healthcare centre was The number of discrete pieces of essential information for the computer to support the diagnosis of any condition varies. The greatest being 16 for vertigo (table 2) . But the mean number of pieces of information actually recorded in the notes was usually less than that required for the essential dataset. For example in otitis media the mean number recorded in the medical notes was seven compared with 15 required for the computer; for tonsillitis four out of 10; sinusitis eight of 13; external otitis seven of 11; wax in the ear four of 13; eustachian catarrh five of 10; acute pharyngitis four of five; laryngotracheobronchitis six of six; allergic rhinitis five of 14; vasomotor rhinitis seven of 14; vertigo six of 11; and epistaxis eight of eight. Table 2 shows examples of the variation in recording data in case notes. Some further broad judgements about the process of consultation can be inferred from the patterns of the clinical details that were recorded. Most doctors when dealing with common and straightforward problems -for instance, with cases of acute tonsillitisinvolve themselves only in the practical aspects of care, once it is clear that the patient has pain in the throat. A similar pattern was found with the management of patients with otitis media. However, in the management of vertigo -a condition that may have several causes and may not be as straightforward in either diagnosis or management and requires more thorough examination of the clinical detailsthe symptoms and signs were recorded more thoroughly and were more in keeping with the range of details deemed to be required for the computerised information system. Thus it seems that the easier a diagnosis is to make and perhaps the more commonly it is seen, the fewer the details that appear in the records. And for cases of wax in the outer ear or epistaxis few clinical details apart from the diagnosis were recorded, as would be expected from the standards set by the computerised essential dataset.
Including all diagnostic details in the case notes is considered to be an important quality measure.27 3334 In the case notes of ENT problems at Mjdlby documented conformity with practice guidelines27 would have been considered poor. However, actual practice is likely to have been good. There are several reasons why it may be unsatisfactory and potentially risky to have insufficient documentation. Earlier studies show that an insufficient documentation severely hampers medical audit and quality assessment.27 3334 Poor documentation does not necessarily mean bad care, but good documentation shows clearly both what and how care was delivered. Failure to keep detailed records may thus place an unjustified doubt on the care providers and will also made it difficult for them to show their full capacities.
So, why is documentation so limited? Lack of time and lack of relevance to the eventual outcome may both contribute. It may be argued that time spent on documenting details of the care of straightforward problems such as sore throats is not a good use of valuable time. However, the introduction of computer systems as well as demanding more information may also provide support that allows quick and complete documentation. At peak hours, under stress, or in emergency situations, it may be difficult to complete written records of all data, particularly if those data do not have an immediate purpose but are to be used for a quality assessment at a later date. A primary care centre with heavy, fluctuating, and multifarious work load could be well served by information support systems that could for example stream line administrative tasks. Delays in typing dictated notes may also contribute to the limited documentation.
There 
